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ABSTRACT 
(1 ) 
It is estimated that 20% - 40% of all surgery performed could 
be performed on an outpatient basis. Not a new concept, out-
patient surgery, only now beginning to realize its popularity 
potential, is bridging the gap between the physician's office 
and the hospital. This represents a shift of emphasis toward 
the patient and physician and away from the institution. Because 
outpatient surgery can be performed outside the hospital, a new 
building type is required which can aid the surgeon in efficient 
managment of his time, and aid the patient personally and econo-
mically by averting disruption to the family unit, since no over-
night stay in the hospital is required. 
It is shown by this manuscript and terminal project that archi-
tecture can assist in this area through a program developed for 
efficiency in system organization, sensitivity in dealing with 
patients needs, and responsibility to the integrity of the family 
unit. 
THE PROBLEM 
( 2) 
The problem undertaken in this terminal project is to develop 
a program and plan for a new building type in Columbia, South 
Carolina - an Outpatient Surgical Center. The environment 
created must satisfy the criteria for surgical cleanliness; 
meet the guidelines for such facilities; anticipate change; or-
ganize the interacting systems; and, above all, solve these pro-
blems keeping in mind the frailty and humanity of the client and 
his family unit. 
The three major parts involved in this design process were: 
1. The identification of criteria and parameters 
through research, case studies, conversations 
concerning the operation and use of such a 
facility, culminating in development of the 
program. 
2. Through assignment of priorities, combining the 
systems into a cohesive whole. 
3. Development of design and concepts in an archi-
tectural solution. 
DEFINITION 
(3) 
Outpatient or ambulatory surgical facilities are licensed health 
care facilities organized and administered to provide surgical 
services and diagnostic procedures to patients who "are expected 
to arrive and be discharged on the same day. 111 The concept should 
not be confused with surgical procedures performed in surgeons' 
offices, emergency rooms and operating rooms under local anesthesia. 
Ownership and setting for outpatient surgery can vary. (See figure 1.1, 
It is assumed, in this case, that the facility will be privately 
owned, free-standing facility having no official ties with any 
hospital. 
1. Working Group on !s9ue9 in Health Planning, South Carolina 
Hospital Association, "Definition of 'Ambulatory Surgery 
Service'", (draft} 
FIGURE 1 
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BACKGROUND 
(4) 
Although a great ·aeal of attention t~ currently focused on out-
patient surgery, it is not a new idea. Published reports descri-
bing ambulatory surgery go back as far as 1909. J.H. Nichol, M.D., 
of the Royal Glasgow Hospital for Children reported on 8<988 opera-
tions which he had performed on young ambulatory patients. The 
results of these operations were reported to be as successful as 
those operations performed on children who were treated as inpatients~! 
Gertrude Herzfeld of Edinburgh in 1938 reported a series of 1,000 
hernia repairs performed on children, using a general anesthetic, 
many of whom were treated as outpatients with good results. 2 
Prior to World War II the anesthetic most generally used,3 however, 
was highly volatile ether. Thus, the controlled atmosphere of a 
hospital was a necessity for the sake of safety. Moreover, ether 
tends to produce adverse side effects in the patient which adds to 
the length of his recovery period. 4 
1. 
2. 
3. 
4. 
Gien, I. "outpatient Surgery in Day Clinics," 'SoUth ·African Wdical Journa,l, 
Vol. 45 (Deceni:>er, 1971}, pp. 1395-1397 as quoted in material distributed 
by Central Arizcna Health System .Agency. 
Herzfeld, Gertrude "Hernia in Infancy," Atrerican Joumal of Surgery, Vol.39 
(1938} pp.422-429. 
Holten, Felicia A., "What Future NOil for Surgical Centers'?" PRIEM, Mardi, 
1975, pp. 42-52. 
Onversation with R.G. Mahon, Jr., M.D. 
(5) 
Reports of ambulatory surgery were not well published and thus 
the practice did not receive much attention. But many physicians, 
oral surgeons and podiatrists throughout the years have found this 
technique to be very satisfactory. 1 However, increasing speciali-
zation caused more cases to be brought back to hospitals where the 
surgical spe.tialists practice. 
In the early 1960's, a number of factors caused an increased inter-
est in outpatient surgery. Among these was the developement of new 
anesthetics, anesthetic techniques, and control of bleeding, making 
surgery safer and ambulatory surgery more acceptable to the physician. 
Then, too, surgeons were requiring an earlier post-operative ambula-
tion for patients. The high demand for hospital beds made ambula-
tory surgery attractive since it freed up badly needed beds for 
seriously ill patients. Potentially more convenient for both physi-
cian and patient, the concept continued to gain acceptance. Hospital-
based, outpatient programs established in the 60's served as models 
for subsequent center~, while more recently, freestanding centers 
2 3 have gained acceptance. ' 
1. O roonovan 1 Thomas R, 1 · Ambulatory Surgical Centers: · Development · and Manage-
~, (Aspen sr~tems Corpo1;ation, Germantown, Md.} 1976, p.S. 
2. O'Donovan 
3. Central Arizona H~S~A. (unpublished documentsl 
ADVANTAGES TO 
THE PATIENT 
(6) 
There are a number of advantages to the patient who is operated 
on as an outpatient in a freestanding facility. It has been ob-
served that those entering a hospital are frightened, apprehensive 
and intimidated, and therefore are subject to psychological magni-
fication of their discomforts. Away from the institutional setting, 
not only is apprehension lessened, but also there is the added com-
fort of the closeness of the family's presence whose length of stay 
is not restricted or controlled in a freestanding surgical center. 
Greater personal attention is possible throughout the process, and 
long impersonal admitting procedures are eliminated. 112 
The data on cost savings for the individual is not complete. However, 
a study of seven facilities in Phoenix, Arizona, doing twelve high-
volume surgical procedures shows the cost for outpatient procedures 
to be 55.3% less than for hospital inpatients. 3 In particular, at 
surgicenter, probably the best known of this type of outpatient 
facility, located in Phoenix, some 5,500 outpatients treated in a 
year saved an average of more than $130 apiece as compared with the 
cost 6f the same procedures performed on an inpatient basis. 
1. Central Arizona R.S.A. 
2. Holton 
3. Miller, John c., "Ambulatory Surgical Centers," Health Care Financing 
Administration Fortnn, Feb. 1980, pp. 19-21. 
ADVANTAGES TO 
THE COMMUNITY 
('7 ) 
A freestanding facility does not have to support areas of high 
overhead in a sponsoring institution, resulting in lower cost 
for the patient. For instance, there is no necessity for a 
24-hour laboratory, nor need for food preparation service since 
no meals are provided. Non-conductive flooring is not needed if 
non-explosive agents are used. It is possible to arrange for 
highly efficient utilization of personnel, and, therefore, allow 
for closer patient scheduling. Moreover, people operated on in 
this setting return to work sooner than those hospitalized for 
the same procedures. Worthy of mention also is the advantage of 
close parking.1,2 
On a broader level, it theorized that "over a period of a few years 
community cost of health care would decrease when: 
A community need for ambulatory surgery facilities exists. 
Present health care facilities are operating at capacity. 
An avoidance of some construction of additional hospital 
facilities occurs. 
The charges for ambulatory surgery procedures of the newly 
created indepen~ently operated facility •.• are less than 
what would be received in reimburs~ment by the hospital .•. 
if that hospital. .• were created." 
1 ~ C~ntral Arizona, H.S,A. 
2. 0 1Donovan, pp. 6-7. 
3. O'Donovan, pp. 38-39, 
ADVANTAGES TO 
THE SURGEON 
(8) 
Another factor decreasing cost would be the elimination of 
the necessity of replacing an outmoded facility with a newer 
one if an independent surgical center could fill the gap left.l 
Again, in the case of Phoenix, Arizona, hospitals reacted to the 
Ncompetition" generalized by the freestanding center by intro-
ducing a flat fee for certain procedures performed on an out-
patient basis. From 1970, when the freestanding center was 
opened, until 1975 an analysis of prices shows that major sur-
gery increased 45% in price while minor procedures such as those 
done in the freestanding facility increased only 34%.2 
Advantages to the surgeon utilizing a freestanding facility include 
elimination of coordinating hospital bed availablity with operating 
suite time and anesthesiologist time making for more efficient 
scheduling.3 Record keeping is simplified and streamlined with 
institutional red tape omitted. Parking is available close to the 
facility. 
1. O'Donovan, pp. 38-39 
2. Miller 
3. Central Art~ona, H.S.A. 
QUALITY OF CARE 
l9J 
An advantage ot the ~reestanding surgical tacility that benefits 
both surgeon and patient is the more direct relationship that is 
possible between surgeon, staff and patient resulting in quicker 
reponse to patient need. ln the tradition hospital setting, how-
ever, patient needs are tiltered through the tripartite hierarchy 
of administration, nursing service and physician.l ·. 
The ultimate concern in any he~lth care facility is, of course, 
the patient and the quality of care delivered. In order to main-
tain high quality aare at the appropriate level of sophistication 
much of the equipment which is necessary in operating rooms of 
a general acute care hospital would be required in the outpatient 
surgical center. Ancillary equipment such as crash care with de-
fibrillator, tracheostomy set, respirator, oxygen and emergency 
medications should be on hand if needed. An emergency generator 
is necessary should power supply fail. There should also be blood 
availabl~ in-house as well as a source of an auxili.a ry supply. 
Other support areas, either in-house or by agreement, should in-
clude laboratory, radiology, housekeeping, emergency transportation, 
etc. There should also be an agreement with local hospital for 
1. Central Arizona, H.S.A. 
THE CANDIDATE 
FOR OUTPATIENT 
SURGERY 
l UJ 
emergency transfers should the need arise. The safety of the 
patient must be assumed when ambulatory surgery is performed 
on a properly screened candidate. 
The candidate for outpatient surgery must be in good physical 
health without fear of immediate discharge after surgery. He 
should have immediate access to readily available medical 
facilities. He must elect to have the surgery performed on 
him on an outpatient basis. Those that are not good candidates 
are those who are frightened by the possibility of not having 
proper care after surgery or by the possibility of complications 
without readily available medical support. Patients having 
serious heart disease, diabetes, and anemia, or those with 
marked obesity should be admitted to a· hospital ,;for surgery as 
well as those patients who feel they are "entitled" to inpatient 
care .1 
1. Central Arizona, H.S.A. 
OUTPATIENT 
SURGICAL PRO-
CEDURES 
The following partial list illustrates some of the surgical 
procedures that can be performed on an outpatient basis.1 
PROCEDURE EXPECTED TIME 
Caldwell Luc 30 min. 
Skin Graft 30 min. - 90 min. 
Ulnar Nerve Transplant 45 min. - 60 min. 
Salpi.ngogram 15 min. 
Carpal Tunnel 45 min. 
Exam. under Anesthesia 10 min. 
Tubal Ligation 30 min. 
Circumcision 20 min. 
Nevus Removal 05 min. - 35 min. 
Neuroma Removal 30 min. - 60 min. 
Neck Lesion Excision 30 min. 
Eye Cyst Excision 30 min. 
Nasal Septum Repair 45 min. 
Ligament Repair 60 min. 
1. Surgical Affiliatett, Inc., Exhibit "A" from Certificate of Need 
Application for the Greenville Ambulatory Surgery Center" 
(11) 
PROCEDURE 
Hymenotomy 
Nasopharyngoscopy 
Cast Change 
Hemorrhoidectomy 
Dilatation and Curettage 
Cystogram and Pyelogram 
Tonsillectomy and Adenoidectomy 
Myringotomy 
Laryngoscopy 
Dental Extraction 
Breast Biopsy 
Bilateral Ocular Muscle Procedure 
Scar Revision 
Voluntary Interruption of Pregnancy 
Blepharoplasty 
Toenail Removal 
Plate (bonel Removal 
Metacarpal Wire Removal 
EXPECTED TIME 
01 min. 
15 min. 
30 min. 
30 min. 
15 min. 
15 min. 
30 min. - 45 min. 
15 min. 
15 min. - 30 min. 
01 min. 
15 min. 
45 min. 
30 min. 
30 min. 
60 min. 
30 min. 
30 min, 
05 min. 
(12) 
(1 3 ) 
PE,OCEDURE EXPECTED TIME 
Polyp Excision 30 min. 
Hymenal Ring Lesion Excision 30 min. 
Nose Reduction 75 min. 
Bronchoscopy 30 min. 
Herniorrapby 45 min. 
Tear Duct Probe 15 min. 
PROGRAM DEVELOPMENT 
(14) 
An outpatient surgical center is to provide for diagnostic 
and surgical procedures too complicated to be dealt with in 
a physician's office but not requiring hospitalization. These 
procedures are associated with minimal bleeding and physiolo-
gic dysfunction and minimal post-operative complications. The 
procedures usually require a general anesthetic and take from 
15 to 90 minutes to perform followed by a post-operative obser-
. 3 24 1,2,3 vation time of 1 to hours, not to exceed hours. The 
lengths of stay4 required in three typical procedures is illu-
strated by figure 2. 
At the present time most outpatient surgery in the U.S. is per-
formed in hospital operating rooms or in facilities associated 
with a hospital. There are only a few facilities operating as 
freestanding, privately owned, outpatient surgical centers, but, 
more are in the planning and developement stages. These centers, 
it is argued, will shorten admission procedures and facilities 
scheduling and relieve the patient from sharing in costs of 
1. O'D:novan, pp. 3-4 
2. certificate of Need Application 
3. Holton 
4. Holton 
FIGURE 2 
LENGTH OF STAY IN OUTPATIENT SURGICAL CENTER 
PROCEDURE 
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(15) 
hospital services which he does not require, thus ideally 
providing quality surgical services more economically than 
can a general acute care hospital.! 
1. Floerdlinger, Jane, "A Fight for the Right to Ccrrpete," 
·private ·Practire, August, 1973 (reprint) 
SIZING THE FACILITY Unlike many medical facilities, population patterns and 
demographic studies are not the determinant of the extent 
(16} 
of usage of such a facility, nor is the pattern of patient 
load in existing inpatient facilities. Rather it is a 
question of acceptance of the concept. 112Assuming physician 
and patient acceptance, it is estimated that of all operations 
currently performed, 20% to 40% could be done on an outpatient 
basis. (See Illustrative list of cases, page number - 11i ) • 
A look at the surgical statistics in Columbia, South Caro-
lina, where the proposed Outpatient Surgical Center would be 
located, will provide the necessary statistics for developing 
a facility of the appropriate size to accomodate the projected 
range of surgical case possible. 
Of the total number of surgical cases, 38,539, performed in 
Columbia in 1980, 11.6% or 4,489, were done on an outpatient 
1. South carolina Department of Health and Environrrental Ccntrol, 
"Surgicenters. " 
2. O'D:novan, pp. 19-26, 47-57. 
( 1 7) 
basis in hospital operating rooms. 20% - 40% of the total 
surgical cases produces a range of 7,708 to 15,416 possible 
outpatient cases that could be performed. In order to survey 
physician response to a proposed freestanding center in Colum-
bia, 75 questionnaires were sent to practicing surgeons. Re-
sponse rate to the survey was 64%. When polled concerning 
usage of a freestanding, privately owned center, the tally was 
20 opposed, 26 in favor and 2 "not applicable". From 24 of the 
favorable replies an estimate of the number of cases projected 
was 264 to 330 per month~ two replies had no estimate. These 
estimates projected over a 12 month period would bring the to-
tals to 3,168 to 3,960. The lowness of these figures can, in 
part, be explained by remoteness of physician's office location 
and by the preference of some physicians to have the outpatient 
facility integrated into the hospital rather than exist as a 
freestanding facility. If these figures are added to the number 
of cases alreagy being performed on an outpatient basis, the to-
tals are 7,657 to 8,449 or, within the 20% - 40% range. 
( 18) 
However, it is felt that since the total outpatient surgical 
cases performed in 1981 in Columbia was actually 317 cases less 
than in 1980 1 that the trend in Columbia is not following the 
national, where outpatient surgery is increasing: 2 Encouraged 
by the chief private insurer, Blue Cross and Blue Shield, a 
national campaign to promote one-day surgery as a cost effective 
program is about to begin. 3 ; This should bring about an increase 
in outpatient cases locally. 
Looking at the ideal 7,708 to 15, 416 case range, with a 45 min-
ute turnaround time as an average 4 - that is, a 30 minute proce-
dure with a 10 minute clean up time and a 5 minute period for 
setting up - one operating room can turn over 2000 cases per year. 
This figure is arrived at by assuming 6 hours of actual operating 
room functioning divided by the 45 minute turn around time then 
multiplied by the number of working days per year, 250. (250 
U Ccnversation with Albert Whiteside, Director, Divisioo of Health Facilities , 
Planning, Sa.1th carolina Deparbnent of Health and Environrrental Ccotrol. 
2. o •ronovan 
3. Greenville News-Piecm:nt, April 21, 1981 
4. Ccnversation with Barton swalm, Director of Greenville Su.rge.ry Center, 
February 3, 1981. 
(19} 
assumes a 5-day work week with 5 holidays and 5 days of shut-
down time for mechanical repairs, etc.) Four operating rooms 
could then handle 8000 cases per year. If these four operating 
rooms additionally operate for 4 hours on Saturday, 50 Saturdays 
a year, 1065 more cases could be performed thus bringing the total 
1 ; 2 , 3 · (S - -~ 2- S ) number of procedures per year to 9,065. ee page • 
The capacity of other areas depends on the number of procedures 
per day and the projected hours of operation. The number of post-
operative beds, for instance, is based on an average recovery time 
of 3 hours and a ratio of 3 or 4 post-op beds to one operating 
room. In the post-operative areas there is a total of 16 beds 
4 
and lounges available for recovery. (See "Program Requirements, 
page 25.l The number of pre-op beds exceeds the 1 to 1 recommend-
s 
ed ratio. (See "Program Requirements, page 25.) 
As the total nunIDer of surgical cases in Columbia grows so will 
the actual numbers in the 20% - 40% range. In order to expand 
1. O'Donovan, pp. 67-76. 
2. Central Arizona H.S.A. 
3. Conversations with Barry Nocks, Ph.D. 
4. ~alth Service Managanent, Inc., 1973, unpublished bulletin 
5. Central Arizona, H.S.A. 
(20) 
the case load, it is feasible to expand the number of hours 
1 
of actual operating time by going to a second shift. 
In a one-day center the o~erating rooms actually are in use 
only from approximately 8:00 a.m. until 2:'00 p.m. The last 
surgical case performed will give the patient a three-hour 
period to sufficiently recover his "street fitness 112before 
leaving the facility at 5:00 p.m. By incorporating an earlier 
starting hour and a later closing time the number or procedures 
performed can be adjusted according to need without physically 
altering the building. Beyond the capacity that is possible by 
time adjustments the center would have to draw fron an area 
around Columbia that would exceed the recommended travel time 
to such a center.3 
1. Conversation with George c. ~ans, F.A.I.A. 
2. Epstein, Coakley and levy, "OUtpatient Surgery", Hospital.S, 51: 80-84 
3. M3T of Arrerica, Inc., "Draft of Criteria and Standards for Anbulatory 
Surgical Centers," Tallahassee, Florida, Decenber, 1978. 
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THE SITE The site chosen for the Outpatient Surgical Center is in 
Columbia, South Carolina. It is located within a 5-mile 
{ 21) 
radius of a high percentage of the population served and 
within a 30-minute travel period of 95% of the population 
served. 1 See figure 3. Location makes the center convenient 
to areas where there is a concentration of physicians' offices. 
(Figure 3.). Moreover, proximity of the chosen site to local 
hospitals is important. The Center would, if built, necessarily 
set up agreements with one of the close-by hospitals for emergency 
transfers of patients, tissue studies and incenerator privileges. 
(Figure 3.} 
The site is easily accessible from all parts of Columbia. It is 
bounded on the north by Marshall Street and on the south by Sun-
set. These are two major, one-way traffic arteries which feed 
into the Northeastern Freeway. (Figure - 3.l The site is zoned 
C-1, "residential, business and institutional". On the north and 
south set-back requirements are 25 feet, on the east 12 feet and 
on the west 5 feet. The principal view of the site is as one 
1. M'.JI' o;f .America, Inco 
(22) 
approaches from the west on Sunset. Views from the site tend 
to be undesirable with the exception of the view of Richland 
County Hospital which is opposite the entrance to the site. 
From this point the property slopes slightly upward and away 
from the street, making the building entrance a natural focus 
of attention from this point. 
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BUILDING ORIENTATION The greater mass of the building is oriented for maximum 
north-south exposure. Heat gain will be a factor in this 
( 2 3) 
part of the building where equipment and bright lights will 
add to the burden of ai.r conditioning, so that there is little 
glazing in these areas. Also since views :f1romthe building 
tend to be undesirable garden walls have been created to stop 
the eye and act as buffers to traffic noise. These same walls 
add to the protected feeling of the user within. In addition, 
certain of these garden walls, on the east side, house mechani-
cal equipment, while on the north the walls screen the dumpster 
and other undesirable views from passing traffic. The trees and 
heavy plantings also serve as view and noise buffers and aid 
as shelters from the winds of winter. (Figure 4.) 
SEPARATION OF ENTRANCES 
SEPARATION OF PATIENT 
( 24) 
ENTRANCE AND EXIT It is necessary in a facility such as the Surgical Center 
to separate the entrances of service; physician - staff; 
and patient - familyp (figure 5) Moreover, it is extremely 
impo~tant to separate the patient entrance to the building 
from the patient exit. This is done in an effort to protect 
the patient's privacy. Not only would it be insensitive for 
the exiting patient, perhaps swathed in bandages, to be seen 
by the incoming patient, but also the s i tuation could trigger 
apprehension in the incoming patient. Therefore, this is a 
vital design factor. (figure 6.} 
PROGRAM 
REQUIREMENTS Recovery (See "Sizing the Facility"} 
10 beds 
1 isolation bed 
nurse's station 
dirty utility 
clean utility 
toilet 
dressing 
janitor closet 
stretcher clean~up/storage 
equipment storage 
Discharge Loupge ( See "Sizing the Facility") 
5 private lounges 
2 family- patient areas 
2 toilets 
nourishment area 
dirty utility 
clean utility 
wheel chair storage 
Open1ting Suite (See "Sizing the Facility") 
4 operating rooms 
scrub area and access 
chief nurse ·- office 
anesthesiologist office and 
work room 
autoclave 
x-ray 
dictation area 
special st<bres 
conference room 
general storage 
janitor closet 
( 2 5) 
1676 square feet 
1650 square feet 
3,654 square feet 
Staff LouRge and. Lockers 
lounge 
lockers and showers - male 
lockers and showers - female 
Storage and Receiving 
Sterile Worik Room 
Sterile Corridor 
Pre-Operative Area 
6 beds 
nurse's station 
clean utility 
dirty utility 
toilet 
stretcher clean-up and storage 
(26) 
810 square feet 
1,166 square feet 
874 square feet 
696 square feet 
988 square feet 
Dressing Rooms 350 square feet 
male dressing 
female dressing 
Mechanical Rooms 
Family Waiting 
waiting 
vending 
handicap toilets - male 
handicap toilets - female 
Lobby and Entrance 
entrance 
lobby 
receptionist 
male toilet 
female toilet 
524 square feet 
798 square feet 
1,215 square feet 
I 
f 
Scre·en·ing 
financial interview office 
medical interview office 
laboratory 
holding 
Administration 
records 
office machines 
conference room 
kitchen 
toilet 
clerks 
director's office 
office manager's office 
Total 
I ( 27) 
1,100 square feet 
1,625 square feet 
17,126 square feet 
CIRCULATION SYSTEMS 
SERVICE AND RECORDS 
STAFF 
( 2 8) 
Circulation of material and services is criticel in any 
health care facility and most especially so in one where 
surgery is performed. Circulation diagrams superimposed 
overffloor plans of the Center demonstrate primary service 
routes. 
Carts delivering sterile supplies flow out of the sterile 
workroom in a counter clockwise fashion through the sterile 
corridor distributing goods either to the operating suites 
or clean utility rooms. They return from the other side to 
the clean-up area where instruments are re-processed and 
soiled matter is disposed of. The carts are washed, dried 
and stored and then readied for another circuit. Records 
necessary for patient care and the running of the Center 
circulate. from administration through the pre-op, operating 
and recovering areas. They accompany the patient as he moves 
through the process. At the end of the day they are gathered 
from recovery and returned to administration. 
Administrative staff is confined to the administration and 
lobby areas of the building while technical staff and physicians 
enter the building directly across from the parking lot and 
PATIENTS AND FAMILY 
BUILDING 
HVAC 
circulate to their designated work areas. 
Patients entering the facility go through the screening 
process one day prior to their surgery. Family may or 
may not choose to accompany them at this time. on the 
day of the surgical procedure the screening process may 
be repeated to some extent. The patient then proceeds 
to the ·dressing area, pre-operative area, operating room, 
recovery area, then to the discharge lounge. The family's 
path parallels the patient's from the lobby to a long term 
waiting area then to reunion with the patient in the dis-
charge lounge. 
(29) 
The building is steel-framed with masonry infill exterior 
walls. Steel framing system was chosen for speed of. erection 
and maximum flexibility within. 
In the treatment area of the building a duel duct system is 
utilized with separate air handling units for zoning capabilities, 
cleanliness standards and flexibility. In the administrative and 
lobby areas, the air handling system is a low velocity one 
originating in the adminstrative area. 
CONCEPTS 
(301 
Why make this particular building type the focus of 
an architectural terminal project. The criteria for 
cleanliness are laid down by guidelines with which de-
signers of hospitals are familiar, the location is de-
termined by certain criteria, codes regulate building 
standards, and so on. The physician will desire to use 
the facility if it is equipped and run so as to make 
usage of his time efficient. The answer.to the "why", 
then, is the patient as an individual and his family · 
unit as a whole. True, this is a center for elective 
surgery. But elective, or not, there is emotional trauma 
and anxiety associated with going to sleep under the blade 
of a scalpel. rn medical terms, the prescription for the 
patient and his family is three-fold. Reduce the psycholo-
gical manifestation of pain through the developement of 
architecture so that the patient feels that in this Center 
there is competence, caring and security, thus lessening 
the emotional trauma of the surgical experience. With the 
growing cost of medical care plus any loss of income associ-
ated with surgery, anxiety will be an important factor with 
which to deal. Lessen the patient's and family's anxiety . 
(31} 
by cutting expenses and losses and returning the patient home 
or to work quickly. Hospital admission is a wedge between 
the patient and family and an entrance into an impersonal worldo 
Lessen disruption to the family unit through family presence at 
the Center before, during and after the surgical experience. 
DESIGN DEVELOPMENT 
(32) 
The treatment is the architectural envelope. By creating 
paths of light, a sense of a logical sequence of events 
taking place thr~ugh screening, treatment and recovery will 
guide the patient and give him a sense of place. 
The preparatory time prior to surgery in a surgical center 
is chiefly a morning activity, and usually takes place be-
fore noon. The Center's screening processes - financial 
interview and laboratory work - take place on the east side 
of the building where a "greenhouse" is built over the patient's 
path to admit the cheerful morning sunlight. 
The patient•s path can be traced by vaulted skylights which 
guide him toward the dressing and pre-op areas. 
The patient's last recollection before losing consciousness will 
be of the light patterns created by the skylights that can 
be seen from his bed in the pre-operative area. And his first 
recognition of place will be the same kkylight patterns when 
he awakens in the recovery room. In the discharge lounge, 
where he regains full use of his faculties, the same skylight 
patterns are recognizable. 
(33) 
The discharge lounge, more0ver, is on the ~est stde of 
the building with a glazed area, facing eastward over-
looking an interior courtyard. The sun, by the afternoon 
time when the patient arrives in this area, will have begun 
its westward descent and the quality of light will be subtle 
and suitable for the patient emerging from a somnambulent 
state. 
The patient and the family will not only find their path 
through the building logical, but will be surprised and 
delighted by the 11 :f;inds" within which are calculated to 
receive the focus of attention. The building, from the 
exterior, appears to be a plain brick wrapper with wood 
trim for added war~th, but inside, not only lighting ef-
fects but also the creation of special areas such as 
courtyards become surprises since they are not evident ~ 
from the outside. Lastly, each area that the family passes 
through is designed for a different effect. In the morning 
hours, when the family has accompanied the patient to the 
Center, the west-facing glazing in the lobby directs the 
view into a small, heavily landscaped, shaded court. The 
lobby area is large enough to accomodate diverse groups 
with maximum infringement on individual prtvacy. A 
quiet, relaxed atmosphe~e prevatls here. 
Adjacent is the long-term waiting area for the family 
which function is not evident from the lobby. In this 
long-term waiting area, the architectural atmosphere 
(34) 
is calculated to distract the waiting family. Activity 
both in the room and outside in •the courtyard is encouraged. 
When it is time for the family to rejoin their loved one, 
the patient, in the discharge lounge, the walk through 
the transitional space paralleling the length of the 
courtyard communicates a changing vista of landscape and 
light. In the discharge lounge, where reunion takes place, 
the effects of shaded light, trees, and water on view in this 
passive side of the court will aid in promoting a calming 
effect on family and patient alike. 
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